Abstract: Pigmented Bowen's disease is rare, though more prevalent in men. It presents as a well-delineated plaque in areas unexposed to sun. There are reports of association with seborrheic keratosis, solar lentigo or exuberant pigmentation of genital and intertriginous regions. A specific dermoscopy finding is the presence of brown or gray dots in regular arrangement and coiled or dotted vessels. Thus, we aim to raise awareness of the diagnosis of pigmented Bowen's disease in pigmented lesions.
INTRODUCTION
Pigmented Bowen's disease is rare, with a higher prevalence in men and blacks aged 60-70 years. It presents clinically as a well-delineated plaque, pigmented, flat and asymptomatic, in areas unexposed to sun. The exact cause of pigmentation remains unclear. This article aims to highlight the possibility of this diagnosis when faced with a pigmented lesion and the dermoscopic features observed in this uncommon form of Bowen's disease.
CASE REPORT
A 72-year-old, black male complained about the progressive growth of a pigmented and asymptomatic lesion on the left trunk that started eight months before (Figure 1 ). It appeared clinically as a well-defined plaque with a keratotic surface, measuring 3cm in its largest diameter, varying in color from brown to black. He denied comorbidities, exposure to arsenic, radiation and immunosuppression.
We proceeded to the dermatoscopic evaluation, in which criteria for melanocytic lesions were noted, such as a pigment network and streaks ( Figure  2 ). However, other features suggesting nonmelanocytic lesion, including well-defined edges, comedolike openings, structures in digital printing form, commonly found in seborrheic keratosis, also appeared, as brown dots on regular arrangement at the periphery of the lesion.
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IMAGING IN DERMATOLOGY
FIGURE 1: A 3cm, black plaque with well-defined edges, heterogeneous and keratotic surface FIGURE 2: Dermoscopy shows asymmetry, well-defined edges with abrupt end, comedo-like openings, fingerprint structures, a pigmented network, radial streaks, amorphous areas with four distinct colors, a blue veil and brown dots in a regular arrangement After excision, histopathology revealed hyperkeratosis, acanthosis, inflammatory infiltrate in the upper dermis and vascular ectasia (Figure 3 ), in addition to melanophages and atypical keratinocytes with pigmented cytoplasm, associated with epidermal hyperproliferation of keratinocytes, thus defining the diagnosis of pigmented Bowen's disease (Figures 4 and 5) .
DISCUSSION
Bowen's disease or squamous cell carcinoma in situ, appears as an erythematous, well-demarcated, asymptomatic plaque, with slow growth in patients beginning in the sixth decade of life.
1 In Caucasians, most injuries occur in sun-exposed areas, such as the head, neck and legs. In black patients, it presents atypically, often with preferential involvement of areas unexposed to sun. Factors involved in Bowen's disease include sun exposure, arsenic, infection by the human papilloma virus (HPV), ionizing radiation and trauma. Prolonged exposure to arsenic is considered an etiological factor of lesions in areas unexposed to sun.
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According to a review of 420 cases performed by Ragi et al. in 1988 , the pigmented variant is rare, occurring in only 1.7% of cases.
2 Its prevalence is higher in men and blacks in the seventh decade of life.
3 It presents clinically as a well-delineated plaque, pigmented, flat and asymptomatic, in areas unexposed to sun.
3
Histopathological analysis reveals epidermal disarray, atypical keratinocytes and loss of the normal maturation pattern. There is diffuse hyperpigmentation in the epidermis, best observed by Fontana mason staining, melanophages in the papillary dermis and transepidermal elimination of melanin accumulated focally in the stratum corneum.
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The exact cause of pigmentation remains unclear. This is due to the release of cytokines by atypical keratinocytes, which stimulate the production of melanosomes by melanocytes. Through their dendritic projections, melanosomes are transferred to the cytoplasm of keratinocytes. If present in excessive amounts, this pigment is also deposited in the dermis. 4 There are reports of association with seborrheic keratosis in 13.6% of cases, solar lentigo or more exuberant pigmentation of genital and intertriginous regions, found most commonly in sun-protected areas. 1 Differential diagnoses include melanoma, seborrheic keratosis, solar lentigines, melanocytic nevus, pigmented actinic keratosis, pigmented basal cell carcinoma and bowenoid papulosis. 3, 4, 5 In 2004, Argenziano et al. provided the first dermoscopic description of Bowen's disease, highlighting the presence of glomerular or coiled vessels. 6 In the same year, Zalaudek et al. described the dermoscopic findings of a pigmented lesion (n = 1) as blue homogeneous pigmentation, irregularly distributed bluegray granular structures, pigmented crust and white amorphous areas. In 2010, Cameron et al. described the findings in 52 cases as asymmetry (88%), amorphous hyperpigmentation pattern alone or in combination with dots, amorphous hypopigmented areas (67%), gray or brown dots in a linear arrangement (21 %) and the presence of coiled or dotted vessels in linear arrangement, as well as a pigment network (4%).
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Hence, we aim to raise awareness of the diagnosis of pigmented Bowen's disease in hyperpigmented lesions, especially in blacks, even without keratosis or scales. 4 The most sensitive dermoscopic findings are particularly important, such as amorphous brownish (if there is epidermal melanin), or grayish (if there is dermal melanin) pigmentation in addition to the more specific findings, which include brown dots in a regular arrangement at the periphery of the lesion and dotted or coiled vessels in a linear arrangement.
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